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| A recertificat n survey was conducted from ) \/hg/(/& q)}kol .
" August 6, 20 18 through August 7, 2008, The v IR
survey was [ itiated using the full survey process. E DISTRICT OF COLUMBIA "
A random sa nple of two clients was selected GOVERNM%’;;?;J“TENT OFHEALTH = = ‘
from a popul tion of three male clients with HEALTH REGULATION ADMINISTRATION'
_ Q'i:gg&ll'%t:sme ntal retardation and other various 805 NORTH CAPITOL ST., N.E., 2ND FLOOR.

WASHINGTON, D.C. 20002 z

The findings »f the survey were based on
cbservations at the group home and two day
programs, in 2rviews with clients and staff, and
_the review of clinical and administrative records
including inc ient reports.

W 114 | 483.410(c)(d CLIENT RECORDS W 114
Any individu: [ v/ho makes an entry in a client's The QMRP will ensore that the RN Supe visor
“record must nzke it legibly, date it, and sign it. signs all nursing quarterly reviews.

This STAND \&.D is not et as evidenced by:
( Based on int :nview and record review, the facility
| falled to ensi re that all personnel making entries
into the clien s ecords were signed for one of the
| two clients ir sluded in the sample. (Client #1)

! The finding i cludes:

- The facility's Reglstered Murse (RN) failed 1o sign

: Cllent #1's q alterly reviews.

Interview wit  the facility's Licensed Practical

Nurse (LPN) on August 6, 2008 at at

approximate y :3:00 PM revealed that the RN

completed q arterly nursing examinations.

I Review of th ! Cilient #1's medical record revealed

"twe nursing ' uarterly reviews, completed on
February 22 2008 and May 22, 2008 that were
not signed.

— |
LABORATORY DIRECTOR'S OF PROVIDER/SUFPLIER REPRESENTATIVES SIGNATURE TITLE

_21__/1%&1//.4:— wy ;g‘é P 2o 'Zifffﬁ;}’ ﬂ/‘ 2/5 ﬁé//')é; (.:%;c;;s 5’/2

e
Any deficiancy statament end ¢ with an asterlsk (*) danotes a daflelancy which the Institaflon may be exeused from carrecting provid ng it is del e i
other ;afeguards provide suff et protection to the patients. (See instructions.) Except for nursing homes, the findings stated abave are disclosab =
fallowing the date of survey w eter or not a plan of correction s provided. For nursing homaes, ths abova findings and plans of corre fion ane disulosal

days following the date these locuments are made available to the facility. If deficiencies ate cited, an approved pian of carrection is requisite to contiri: - |
program participation.
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" OUTSIDE 80 URCES

| The facility m 1st assure that outside services
meet the nee 1s of each client,

This STAND \RD is not met as evidenced by:

: Based on ob ervation, intarview and record
review, the f: cility failed to ensure that outside
services met the needs of one of the twa clients
included in tf 2 sample. (Client #1)

" The finding i clides:

i On August 8 2008 at 8:20 PM, Client #1 was
observed fak ng a brown bag lunch to his day
program. Int :nview with the direct care staff
indicated tha the client was on a "special diet."

plan for Cliel t#1. The dist plan revealed a fluid

Upon reques | Ihe direct care staff provided a diet |

restriction pr
1600 ce fuid

* On August 6
" Client #1 wa
a 16.9 ounce

: Interview wit
- Professional
- Nurse (LPN)
" approximate
“was on a 181
restriction di
orders revea
fat, low chol¢
1500 cce fluid

The 1500 c¢
be provided

tccol. The pratocol consisted of a
restriction.

2908 at approximately 12:10 PM,

abserved having lunch and drinking
bottle of watler.

the Qualified Mental Retardation
.CMRP) ana Licensed Practical
Soordinator on August 7, 2008 at
4 0:00 AM revealed that the client
0 calorie, low sodium, fluid
t. Review of the current physician
20 a diet order of 1800 calorie, low
stzrol, low sodium, low fiber, and a
rastriction diet.

Ivid restriction for Client #1 should
& follows:

The QMRP will train the day program st iff on the .
client’s fluid restrictions and monitor :
implementation.
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W 120 | Continued F

During breal
. should recei
ounces);

During medi
- day), Client;
water (12 ou

During snac:
ounces of flu

' There was n
implemente
as ordered.

W 124 | 483.420(a)(:

. JRIGHTS

The facility n
Therefore th
. parent (if the
- of the client'
rand behavic
|' treatment, a

{ This STAND
| Based on ob
review, the fi
would ensur
J risks and bei
i the two clien
The findings
|
1. During th
2008 at 8:30
| that Client #-

orn page 2

fast, Junch and dinner, Client #1
& two, four ounces of liquids (8

ation administration (three times per
1 should receive four ounces of
was); and

time, Client #1 should receive four
d.

) evidence that the day program staff
Client #1's fluid restriction protocol

» PROTECTION OF CLIENTS

ust ensure the rights of all clients.

+ Facility must inform each client,
clentis & minor), or legal guardian,
miedical condition, developmental
ai status, attendant risks of

d of the right to refuse treatment.

\RD is not met as evidenced by:

e vation, staff interview, and racord
ciily failed to establish a system that
¢ ients that were informed of their
elits of their medication for two of
5in the sample, (Clients #1 and #2)

nelude:
r antrance conference on August 6,

AM, the House Manager revealed
received psychotropic medications

W 120,

W 124

1. The QMRFP wiil ensure that the client” brother
provides written, informed consent for an - medical
treatments recommended prior to such fre dments
being implemented.
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W 124 Continued F1 )m page 3 W 124

for behaviorz management. At 4:40 PM, during
the medicatic n observation, Client #1 was
observed rec siving Buspar 10 mg and Risperdal
'3 mg. Revie v of the client's current physician

: orders revea ac that the client recelved Buspar
three times ¢ ar day, Risperdal twice a day, Atarax
100 mg and lanax 3 mg.at bedtime. Further
record verific stinon indicated that the medication

! was incorpor ited into the client Behavior Support
Plan (BSP) ¢ steed June 7, 2008 1o address
targeted beh wiors that included verbal and
physical agg sesion, non-compliance,
absconding, tuffing, (oud talking and behaviorally
motivated we ting.

(nterview wit  the QMRP on August 6, 2008 at
approximate 7 - 0:00 AM revealed that Cliant #1's
brother was ery involved in his life but was not
the client's le ja! guardian. Review of the client's,
psychologice assessment at 1:21 PM revealed
that the clien did not have the ability to make
decisions on 1is own behalf regarding habilitation
planning, res dential placement, finances,
treatment an | rnedical matters. There was a
psychotropic madication consent in the client's
record dated November 1, 2007, The consent
idenitifed the folowing medications and dosages:

- Xanax XR : mg QHs;

- Buspar 5 1 BID;

- Risperdal 1 mg QAM and 3 mg QPM; and
.- Atarax 100 ng QHs,

* There was n. documented evidence that the
+ client's broth r'vas made aware of the increased
- psychotropic nadication dosages.
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FORM AP
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| 2. Client #2
| medication |
and was adr
-1 mg. Revia
- orders raves
© Ativan three
- day, Intervie
approximate
was prescrit
| managemen .
revealed tha
into Client #£
address targ
- aggression,
| behavioral w

a5 observed during the evening

ass on August 6, 2008 at 4:48 PM

inistered Ativan 1 mg and Risperdal

7 uf the client current physician's

e( that the client was prescribed

inles per day and Risperdal twice a

# with the medication nurse at

/ $:00 PM revealed that the client

xd these medications for behavioral
Further in*erview with the LPN -

it e medications were incorporated

s BSP dated February 11, 2008, to

te:d behavicrs that included Verbal

an-compliance, obsconding and

#f ng behaviors.

| Interview wit - the QMRP on August 6, 2008 at
1 10:00 AM re' eiled that Client #2's mother was
involved in b 5 I'fe but was not the client's legal
guardians, F eview of the Client #2's,
psychologice assessment dated July 7, 2007,
revealed tha' the client did not have the ability to
make decisi¢ 1¢ on his behalf regarding
habilitation p arning, residential ptacement,
fingnces, trai tment and medical matters. There
was no docu nented evidence that the facility
- informed Clie "t #2's mother of the heaith benefits
and risks of { eatment associated with the use of
his psychotre di: medications and corresponding
BSP.

3. Review ol the control substances medications
on August 6, 2C08 at 5:10 PM revealed two
Ativan 2 mg . ill3 in a blister package for Client #2.
Record verifi ation revealed a current and
continuing pt ysician's order dated May 29, 2008
which stated _orazepam (Ativan) 2 mg (2 tab)
take one tabl :t Jow, if not calm in one hour,

STATEMENT OF DEFIGIENCIE 3 (1) FROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION X3) DAT
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ com
A BUILD:NG
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W 124 | Continued F arn page 4 W 124

2, See response to #1 above.

3. See rcsp'ons;é"t'c')' # 1 above.

/ 6}/ 2/0§
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W 124) Continued F on page & W 124
repeat ona t ne2 for anxiety.

Interview wit 1 the designated nurse (LPN) on
August 7, 2( )¢ at approximately 10:00 AM .
' revealed the the medication was only given after
consulting w th the Psychiatrist. Review of the
medical rec rds to include physician orders on
the same dz / ravealed that the medication was
prescribed & 1d given twice on March 25, 2008
and May 29, 2008 respectively.

l Interview wi 1 the QMRP and record verification

i revealed the e was no documented evidence that
the facility in ormed Client #2's mother of the
health benet ts and risks of treatment associated
| with the use of Ativan on an as need basis.

W 140 | 483.420(b)(" )(i) CLIENT FINANCES W 140
' The facility r ust establish and maintain a system The QMRP will maintain receipts and ot .cr proofs
that assures a full and complete accounting of that Justlfy the f:l:cnt s expenditures from his
clients' persi nal funds entrusted to the facility on community account.

behalf of ¢lic 13,

This STANC AFID is not met as evidenced by:
Based on int :nview and the record review, the
facility failed 0 provide evidence that assured a
i system had een established that maintainad a
i complete a¢ otnting of each clients' persanal

- funds, for or 2 of the two clients included in the
sample. (Cl :nl#2)

| The finding i cludes:

{ Interview wit  the Qualified Mental Retardation

| Professional [CMRP) and review of the facility's
financial reet rds on August 7, 2008, at
approximate ¢ *11:00 AM revealed that the facility
assisted Clie 1t #2 with maintaining his finances.
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Continued ir :erview and record review revealed
that the clier : raceived Supplemental Security
Income (33 in the amount of $70.00 monthly.
Further revie w of the client's record revealed a
withdrawal it the amount of $30.00 on April 3,
2008. At the time of the survey, the faclity falled
to provide e idence that justified the withdrawals
from Clienty 2's personal account.

W 192 483.430(e)(: ) 5TAFF TRAINING PROGRAM W 192
- For employe 25 who work with clients, training ”Se;response‘t‘;) W 120 above. /b / 2/05/ B
. must focus ¢ n skills and competencies directed ’

| toward ¢lien 5’ nealth needs.

| This STANLC AFID is not met as evidenced by:
Based on ot servation, staff interview and record

| verification, | 1e facility failed to demonstrate

| competency n implementing clients water fluid

j restriction fo one of the two clients included in

"the sample. Client #1)

The finding 1 cludes;

| On August 6 2208 at 8:20 PM, Glient #1 was

| observad tat ny a brown bag lunch to his day
program. In srview with the direct care staff

indicated the the client was on a "special diet,”

Upon reques ;, the direct care staff provided a diet

plan for Cliel t#H1. The dist plan revealed a fluid

restriction pr tccol. The protocol consisted of a
1500 cc fluid restriction.

! On August 6 208 at approximately 12:10 PM,
| Client #1 wa observed having lunch and drinking
! 2 16.9 ounce bottle of water.

Interview witl the Qualified Mental Retardation
Professional QMRP) and Licensed Practical
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W 192

Continued Fr
Nurse (LPN)

approximatel

was on a 180
orders reveal

| fat, low chole
1500 cc fluid

The 1500 cc-
" be provided

During break

W 227

should receiv
L cunges);

Dﬁring medic
day), Client #
“water (12 our

' During snack
aunces of flu

There was nc
implementad
as ordered.

483.440(c)(4

The individuz
objectives ne
as identifiad |

restriction die ,

m page 7
roordinator on August 7, 2008 at
12:00 AM revealed that the client
) calorie, low sodlum, fluid

Review of the current physician
d a diet order of 1800 calorie, low
teral, low sodium, low fiber, and a
estriction diet.

uid restriction for Client #1 should
3 {ollows:

ast, lunch and dinner, Client #1
1two, four ounces of liguids (8

itinn administration (three times per
should receive four ounces of
ses); and

tire, Client #1 should recelve four
1.

evidence that the day program staff
Slient #1's fluid restriction protocol

INDIVIDUAL PROGRAM PLAN

pragram plan states the speclfic
:essary to meet the client's needs,

W 192

W 227

The QMRPwﬂl dcvelopand implement a money
management program for the client.

y “he comprehensive assessment

. required by p iragraph (c)i3) of this section,

This STAND: RD is not met as evidenced by: :
Based on oh: ervation, client and staff, interview
and record re Jiew, the facility falled to ensure that
an objective ' /a3 developed to address clients
money mana jemnent tralning need as identified in
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W 227 | Continued Fr ari page 8 W 227

the comprehe nsiive assessment for one of the two
“clients includ d in the sample. (Client #1)

, The finding ir ludes:

On August 8, 20108 at 7:45 AM, Client #1 informed
the surveyor 1zt he performed janitorial task at
his day progr «r and received a payroll chack.
Later on the 1 arne day, at 4:00 PM, Client #1 was
observed tak 1g a dollar from his pocket, and

| indicated thai his cousin gave him the money.

Interview witt tre Qualified Mental Retardation
; Professional QVIRP) on August 7, 2008 at
approximatel 3:00 PM rewvealed that Client #1
received a st yend check from his day program.
Further inten, ew with the QMRP indicated that
the check is t i[kzn to the corporate office and
deposited by he: company's finance department.’
' Review of the r oney skills assessment dated

! November 27 2007 indicated that the client

- would benefil from money management training
; (purchasing § "o gram).

 The client's Il P3, reviewed on August 7, 2008 did ]
' " not reflect & urchasing program™ objective. :
W 249 483.440(d)(1 PROGRAN IMPLEMENTATION W 249

 As soon as tt 2 interdisciplinary team has
formulated a lient's individual program plan,
each client m ist receive a continuous active
treatment prc jram consigting of needed
interventions ind services in sufficient number
and frequenc - tu support the achievement of the
objectives ide tified In the individual program
plan.

FORM CMS-2667(02-68) Pravious  erilons Obsalete Event 1D: D3GF11 Frdility (0 08GOBg If continu ation &

08/22/2008 FRI 19:34 [TX/RX NO °



¥
09/02/2008 15:30 FAX 301 565 4541 CARECO @o11

08,22/2008 07:25 FiX 2024429430 HRA
PRINTED: 0
DEPARTMENT OF H ALTH AND HUMAN SERVICES ‘ FORM AP
_CENTERS FOR MED CARE & MEDICAID SERVICES OMB NO, (93¢
STATEMENT OF DEFICIENCIE 3 {X1) PROVIDERVSUPELIER/GLIA (X2) MULTIPLE GONSTRUCTION X3) DATE &
AND F’LAN OF CORRECTION ICENTIFICATION NUMBER: _— COMPL
A. BUILD'NG
09G094 B. WING
NAME OF PROVIDER OR SU PLIER ’ STREET ADDRESS, CITY, STATE, ZIP CODE
6934 9TH STREET, NW
CARECO 05 WASHINGTON, DC 20012
- SUMM R STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECT ON
F(.’,%’F'& : (EAGH DE! GIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQU.DBE . cont
TAG REGULATC 1Y OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPRC PRIATE ‘
i DEFICIENCY) L
W 249 | Continued F ar1 page 9 W 2489

- This STAND ARD is not met as evidenced by:
Based on int :nview and record review, the facility

| failed to enst re that as soon as the

“interdisciptin ry team forrmulated client's individual

; pragram plar , e:ach client received continuous

| active treatrr ant services, in sufficient number

i and frequent y 10 support the achievement of the
objectives id: nlified in the Individual Program

| Plan (IPP), fc rtwo of the two clients in the facility.

| (Clients #1 a 1d #2)

: 1. The QMRP will ensure that the medic ation

1. The facilit * falled to ensure clients participated nurses, LPN Coordinator and RN Superv sor are
] In thelr self-n edication administration training made aware of and trained on correct

| programs fas evidenced below: implementation of the client’s self-medic ation

i program.

| During the m :dication administration observation
on August 6, 2C08 at 4:40 PM, the medication
nurse was ot served to punch Client #1's

| medication fr »m the blister package, pour the

t water, give tt 2 imedication cup and water to the

“client, The i scication nurse was overheard
identifing the medications (Buspar) asking the

| clientwhatw s the medication used. The client
replied, "for r y behaviors." The client was
observed to i dependently consumer the
medication. . terview with the medication nurse
indicated thal the client participated In a self
medication p| dgram to name his medication.
Interview wit - 1e Licensed Practical Nurse (LPN)
Coordinator ¢ 1 .August 7, 2008 indicated that
Client#1 parl sipates in a self medication
program, to n sme the vitamin pill, three times per

- week, Revien  cf the client's Individual Program

i Plan (IPP), h¢ wisver revealed an objective which

stated, "[the ¢ ient] will participate in medication

administratior by completing the steps necessary

to take his me dication." The training steps were
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2. During the
: 2008 at appr
i observed wit
staff on Augt
revealed thaf
care of his de
on August 7,
program for {
necessary in
was impleme
according to
documented
August 2008
program datz
2-6, 2008. T
the lack of d¢

2Based on ol
record review
program datz
with the Indiv
the two clien

The finding ir

1. During the

in3 to the Client #1 that addressed

d nner observation on August 6,
ximately 6:00 PM, Client #2 was
dentures on. Interview with the

5t 6, 2008 at approximately 4:22 PM

thz client had a program to take

ntures. Review of Client #2's IPP

2C08 at 11:45AM revealed a

1e ¢lient to complate the steps
naintain his dentures. The program
ited five days per week and

"¢ house manager was to be

iviz days per week. Revlew of the

lata collection sheet ravealed that
hiad not been collected from August
e house manager acknowledged
umentatior:,

sarvation, staff interview, and

tihe facility failed to ensure that
hiad been collected in accordance
dval Program Plan (IPP) for ane of
1in the sample, (Client #2)

shides:

dinner observation on August 6,

CARECO 05 WASHINGTON, DC 20012
MD - SUMW XY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREETI IN
éﬁgﬂx ; (EACH DEF SIENGY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOUI D BE
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| : DEFICIENCY)
W 249 | Continued Fr »m page 10 W 249
| as followed:
- cllent aware o the time for medication pass;
- washes har 4= thoroughly :
- client gets ¢ Jf of water;
- identifies ov n medication;
| - removes c¢ rect dosage from container; and
| - placed mec cation in mauth.
. There was nv evidence that the medication nurse i

2, See response to #1 above. The QMRE will

properly collected on the IPP,

1. See response to #2 above,

review the data at least weekly fo ensure 11at data is e

sof2lof
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2008 at appr »x mately 6:00 PM, Client #2 was
i observed we iring dentures on. Interview with the
staff on Augr st 6, 2008 at approximately 4:22 PM
revealed tha the client had a program to take

i care of his d' nfures. Review of Cllent #2's PP
on August 7, 2008 at 11:45AM revealed a
i program for - 1€ client to complete steps in caring

for the dentu
five days per
manager wa
P week. Revie
| sheet reveal
i collected froi
manager ack

administratia
the cup, rem
crushing the
sauce, The.
! to the client,
| program how

far which the

. Get water
. Ask nurse
. Give nam
. Repeat qu
. Take meac
Drink wat

j

GO AN

At no time dt
- observation ¢
" through 4 of |
I

| 3. The facilit

esi. The program was implemented

wizek and according to the house
to be documented five days per

v of the August 2008 data collection
d that program data had not been

1 AuUgust 2-6, 2008. The house

cwledged the lack of

documentati n,

2. Client#2 was observed during the evening T e
medication £ 1535 on August 6, 2008 at 4:48 PM. 2. The QMRP will ensure that the medic ation
The nurse pr :pared the client's medication far nurses implement the self-medication IP" as

1 by pouring the liquid meadication in
wing the pills from the blister pack,
dil:s and mixing the pills in apple
urse then spoon fed the medication
Review of the self-medication

aver, revealed that the follwing step
client should have followed:

in1 go to nurse;
for medication:
¢ medication;
stion;

cation, and

r.

ing the metdlication pass
d the client implement steps 1
is pragram.

failed to implement Glient #1's new

written.

3. The QMRP will ensure that staff are tr ined and
implement the meal preparation IPP as wi itten.
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program as 1 :commended by the Interdisciplinary
Team (10T); nd addressad in the client's
Individual Su sport Plan (ISP) meeting.

¢ During eveni 1g observation on August 6, 2007,
staff was ob: erved to prepare and provide Client
#1's snack a d dinner. At 4:45 PM, Client #1
went oh a ce ninunity walk for 25 minutes. At

1 6:00 PM, the cl ent received his dinner plate. At
1 6:35 PM, sta fwas observed to put the dishes in
the dishwast ar wipe the counter fops and stove,
taking out th: trash and relining the trash can.

Review of th: 1I°P dated December 12, 2007,

ravealed a p ocram objective that stated, "Given

verbal promy 8, {the client] will plan and prepare a

sitmple meal or six consecutive months." Review

of the progra n collection of data the program had

not been img ement since the client's ISP

| meeting. _

W 262 | 483.440(f)(3. i) PROGRAM MONITORING & W 262
- CHANGE

The committ . should review, approve, and

: monitor indiv dLal programs designed to manage
. inappropriate behavior and other programs that,
“in the opinior o* the committee, involve risks to
client protect or and rights.

This STAND. \RD is not met as evidenced by:
Based on int: rview and record verification, tha
facility failed o ansure that restrictive measures
had been ap. reved by the Human Rights -
Committee (I 'RC) for two of two clients in the
sample. (Cli: nis #1 and 3#2)

The findings ¢clude:
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' The facility fz led to ensure that Client #1's

' Behavior Ma agement Plan (BMP) and

psychotropic nedications were reviewed, and

approved by ha HRC.

- During the el trance conference on August 6,
i 2008 at 8:30 AM, the House Manager revealed
that Client #* re:ceived psychotropic medications
for behaviorz management. At 4:40 PM, during
the medicatic n abservation, Client#1 was
! observed rec 2iving Buspar 10 mg and Risperdal
-3 mg. Revia v of the client's current physician
orders revea z¢: that the slient received Buspar
i three times | ar day, Risperdal twice a day, Atarax
100 mg and {anax 3 mg at bedtime. Interview
and the reco d review revealed the client had a
behavior ma 1agement plan (BMP) to address his
- targeted bel wviors. Review of the BSP dated
i June 7, 200¢ confirmed that the cllent has a
current BMF to address his maladaptive
behaviors of verbal and phyiscal aggression,
non-complia 1c3, absconding, stuffing his pockets,
| loud talking ' /hile inside and beahviorally i
motivated w tting. The review of the HRC
minutes on / ugust 6 and 7, 2008, revealed that .
the HRC did nctt review the BMP's medications to : i
control behz ricr. L
W 263 | 483.440(f)(2 (il) PROGRAM MONITORING & W 2B | o e e e e
| GHANGE ’ The QMRP will ensure that the client’s nedical
] decision-maker provides written inform :d con;;cnt
The commit 2¢ should insure that these programs prior to implementation of recommende 4 restrictive
are conduct d only with the written informed treatments designed to control behavior ..
. consent of t e client, parents (If the clientis @
minor) or leg al guardian.

This STANL ARD is not met as evidenced by:
: Based on ol servation, staff interview and record
| review, the ' acility failed to ensure that each
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client's behs sicr interventon technique, including
the use of bt hawvior modification drugs was
conducted w th the written informed consent of
the client, pz ‘ets (if the lient is a minor) or legal
guardian for ne of the two clients in the sample.
(Client #2)

The finding i icludes:
The facility £ iled to obtain informed consent prior

to the use of restrictive measures as describad in
#2's Behavic * Support Plan. [See W124]

W 2951 483.450(d)( (it PHYSICAL RESTRAINTS OW20B] e
The QMRYP will provide the Behavior Sy ecialist
| The facility n ay employ physical restraint only as with all data describing the client’s mala laptive
| : ; o
- anintegral p t of an individual program plan that behavm'r to ensure t.hat the BSP anc'l relal ed [PPs
-ls intended | > I2ad to less restrictive means of appropriately describe all interventions r eeded.

managing ar 1 aliminating the behavior for which
the restraint s applied.

This STAND \RD is not met as evidenced by:
Based on ob .ervation, interview and record
review, the f: cility falled to ensure that physical
restraint was not used uhless it was a part of the
individual pre yram plan (IPP)/Behavior Support
Plan (BSP) - r one of the two clients in the
sample. (Clie 1t #2)

| The finding I cl-ides:

Client #2'wat osserved during the evening
- medication p 1s5 on August 6, 2008 at 4:48 PM
and was adit nistered Ativan 1 mg and Risperdal
1 mg. Reviev of the client current physiclan's
orders revea :d that the client was prescribed
Ativan three : mes per day and Risperdal twice a
day. Intervie swith the medication nurse at
approximate! 5:00 PM revealed that the client
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W 295 o page 16 f
:d these medications for behavioral
. Further interview with the LPN

tr e medications were incorporated
s BSP dated February 11, 2008 to
sterd behaviors that included verbal
on-compliance, absconding and
stting behaviors.

Continued F.
was preserit
managemen
revealed tha
. Into Client #
address targ
aggression,
. behavioral w

et #2's record revealed that the
1ibited the following incident of
ession toward staff;

Review of C
| client had ex
physical agg

OnJune 7, :
leave the ho
kicking and
that" . . .atte
: physically pr
Review of th
to evidence
' the clients ir

208 the client was attempting to

152, His behavior was described as
ttempting to bite. The staff indicated
nating verbal intervention while
wiznting the client from leaving.”

: tlients behavior support plan falled
i/ physical interventions to control
ippropriate behaviors.

Interview wil
Professiona
that physica
facility or to

aggressive |
483.450(e)(

1 the Qualified Mental retardation
and House manager acknowledged
y areventing the client to leave the
acirect him when he is physically
not incorporated in his BSP.
W 312 } DRUG USAGE
. Drugs used
| must be use

or cantrol of inappropriate behavior

| only as an integral part of the

client's indiv jual prograrn plan that is directed

specifically t wards the reduction of and eventual

elimination ¢ *the behaviors for which the drugs
are employe 1.

This STANTC ARD is not met as evidenced by:
. Based on ot servation, Interview and record
] review, the 1 1cility failed to ensure that the use of

W 295

See response to W295 above.,
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Continued Fi
behavior mo:

j incorporated

for one of the

L #2)

The finding i

Review of th
August 6, 20
mg pills In a
verification r¢

| dated May 2!

(2 tab) take ¢
hour, repeat

: Interview witl

August 7, 20
revealed tha!

: her after con

of the Physic

revealed tha

twice, March
respectively.

Interview wif|

. & behavior s

aggression, |
behavioral w
use of ativan

Reaviaw of Cl

! that the use
- in his IPP/Be
; 483,460(c) M

: The facility i

services in a

wn page 16
ifization medications were

n the Individua!l Program Plan {IPP)
tvro clients in the sample. (Client

¢l sdes:

control substances medications on
18 at 5:10 PM revealed two Ativan 2
lititer package for Client#2, Record
ve:aled a current physician's arder

, 12008 for Lorazepam (Ativan) 2 mg
ne tablet now, if not calm in one
2 time for anxiety.

the designated nurse (LPN) on
18 at approximately 10:00 AM
the medication was only given by

suiting with the Psychiatrist. Review !

ar Orders on the same day
the medication was prescribed
28,2008 and May 29, 2008

the QMRP indicated the client had
ppiort plan which addreszed verbal
ori-compllarce, absconding and
Hing. The BSP did not address the
to manage t he client's anxiety.

ant #2's record failed to avidence
f this medication was incorporated
1avior Support Plan.

JRSING SERVICES

Jst provide clients with nursing
cuordance with thelr needs,

W 312

W 334

The RN Supervisor will ensure that the f: cility has
physicians orders before medications are
adininistered.
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! This STANL ARD is not met as evidenced by:

i Tacility's nur e failed to have a physiclan’s order

The finding 1cludes:

- correspondi g PO's for the medication In the

W 388

. obtain an or el to administer it prior to Initiating
: the medicati n

| facility. (Clie t3#2)

—_

D
PREFIX
TAG

PROVIDER'S PLAN OF CORREG™ ION |
(EACH CORRECTIVE ACTION SHOLLDBE
CROSS-REFERENCED TO THE APPR PRIATE -
DEFICIENCY) .

Continued F ‘o page 17
Based on in =rview and record review, the

(PQ's) for a nedication prior to administering it for |
one of the t o clients in the sample. (Client #2)

Review of C lent #2's medical record on August 7,
2008 at app oximately 12:30 AM revealed an
entry on the July 2008 madication administration
record for G ar> 260 mg; however, there was no

record. inte visw with the nurse on August 7,
2008 at app aximately 10;30 AM revealed that the
Urologist's ¢ fice called the order for the
medication 1) the pharmacy. When the
medication  rrived at the facility, the medication
was adminis ered. When asked if the Primary
Care Physic ar (PCP) was made aware of the
medication | eing recomrnended by the urologist,
she indicate | that the PCP had beeh made aware
however she¢ azknowledged that she falled to

483.460(1)(3 CRUG STORAGE AND
RECORDKE EPING

The faclity r ust maintain records of the receipt
and disposit on of all controlled drugs.

This STANE AFD is not met as evidenced by:
Based on ot servation, staff interview, and record
verification, ' e facility failed to maintain records
of the receip and disposition of all controlled
drugs for on  cf the two clients included in the

W 331

W 385

The Director of Disability Services will ¢ nsure that
a system for receipt and disposition of al controlied
medications is produced; that nursing sta Tare
trained on the system; and that the syster i is
consistently implemented.

re
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W 386 | Continued Fr m page 18 W 385

! The finding ir :ludes:

| The facility fa el to provide evidence of the
| receipt and d sposition of Ativan 2 mg tablets
prascribad fo Client #2,

-‘An inspectior of the medication cabinet on
August 6, 20t 8 af 5:00 PIM, revealed a blister
package that scntained two tablets. The blister
package labe , identified the medication to be
Ativan 2 mg, ! tablets, belonging to Client #2.
Interview witt |icensed Practical Nurse (LPN)
indicated tha: the medicafion was prescribed to
manage the « lient's diagnosls of intermittent
explosive bel avior. Accarding to the LPN and
verified by thi record reviaw, the client was to
receive this © edication when he was agitated.
The physicial ‘s order indicated that the cllent was
to receive . . . ane (1) tablet now, if not calm in
cone (1) hour zpeat one (1) time™ The medical
record reflec! :d that the cliant received the Ativan
twice March : 5, 2008 and May 29, 2008
respectively. Co

| Interview witt tte RN anci the review of records i
! failed to evid nce a record of the receipt of the ':
: Ativan that w is located in the medication cabinet, 5
nor was there a system for the receipt and
" dispesition of all controlled drugs.

W 440 | 483.470())(1) EVACUATION DRILLS WA e
' " o The: QMRP will ensure that all fire drills 1 ake place
The facility m 4st hold evacuation drills at least per regulations; the QMRP will ensure th: £ fire
quarterly for - aizh shift of personnel. drills are properly docurnented.

This STAND. \RD is not met as evidenced by:
Based on int rview and record review, the facility
; falled to hold svacuation drills at least quarterly
for each shifl of personneil,

I
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STATEMENT OF DEFICIENC]. 3 (K1) PROYIDER/SUPPLIER/GLIA
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09G094

(X2) MULTIPLE CONSTRUCTION

A, BUILDING

B, WING

NAME OF PROVIDER OR SL *PIIER

CARECO 05

STREET ADDRESS, CITY, STATE, ZIP CODE
6934 8TH STREET, NW

WASHINGTON, DC 20012

PREFIX (EACH DE ICIENCY MUST BERPRECEDED BY FULL

(X410 SUMM :E'f STATEMENT (EDEF(CIENCIES
TAG REGULATC RY OR LSC IDENTIFYING INFORMATION)

D

PREFIX

TAG

PROVIDER'S PILAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOL LDBE
CRQSS-REFERENCED TO THE APPROPRIATE ' . -

G

DEFICIENGY)

W 440 | Continued F ‘om page 19

The finding ncludes:

Interview wi 11he Qualifizd Mental Retardation

' Profassiona and review of fhe staff pattern on

August 6, 2( & at approxin‘Eteiy 2:00 PM
revealed the fcllowing scheflule staffing pattern:

Sunday - Sz wday

7:00 AM -3 )0 PM;

t 3:00 PM -11 00) PM; and
" 11:00 PM - 00 AM.

. Further intel /ew with the QMIRP revealed that the
staff was rer vired to condugt one drill per month
on each shit . Review of the fire drill log book
revealed thz : the facility failEd to hold evacuation
drills at leas quarterly for edch shift as evidenced
below:

a. The last re drill for the 3:00 AM - 3:00 PM
shift was Mz ¢ 5, 2008;

i b. The last re drill for the 3:00 PM - 11:00 PM
' shift was Ja uary, 2008;

¢, The last' re drill for the 1:00 PM - 7:00 AM
- shift was M: 1 30 2008,

The Qualifis 1 Mental Retardation Professional
acknowledg :d no quarterly fire drills,

W 440
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STATEMENT OF DEFICIENCE S X1 FROVICER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION X3 gg&?ﬁ vr,;,
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - S
A BUILDING : 0
. WING IEAPLI T
HFD03-0145 B 08/07/2063 -
NAME OF PROVIDER OR Ul ELER STREET ADDRESS, CITY. STATE, ZIP CODE
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: SUMM R STATEMEMNT OF DEFICIENCIES ° D PROVIDER'S PLAN OF CORRECT ON
éﬁg;& (EACH DEI ICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOL D BE_
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: DEFICIENCY) ;
R 0ODO| INITIAL COI IMENTS R 000 i

A licensure ! urvey was conducted from August 6,

2008 throug : August 7, 2008. The survey was

i initiated usir 3 the full survey process. A random
sample of tv o "esidents was selected from a

| population ¢ three male residents with moderate

. mental retar jaiion and various other disabilities.

The findings of the survey were based on
observation at the group hame and two day
| programs, il terviews with residents and staff, and
. the review ¢ "clinical and administrative records
L including ine dant reports.

R 125i 4701.5 BAC <GROUND CHECK REQUIREMENT | R 125

| The criming background check shall disclose the The HR Director will ensure that criminil
~ criminal hist )rv of the prospective employee or background checks are completed for fa :ility staff
| contract wo ker for the previous seven (7) years, per regulations.

in all jurisdic ticns within which the prospective
employee o contract-warker has worked or
resided with n the seven (7) years prior to the
check,

This Statute i not met as evidenced by:

: Based on tt 2 eview of records, the GHMRFP

- failed to en: ure criminal background checks

" disclosed tt 2 sriminal history of any prospective
emplayee ¢ ' eontract worker for the previous
seven (7) y- ars, in all jurisdictions within which
the prospet :ive employee or contract worker has
worked or 1 :s:ded within the seven (7) years prior
to the chec ,

The finding ncludes:

' Review of t 1@ personne! files on August 7, 2008
ravealed th + GHMRP falled to provide evidence

' of criminal ackground checks for one direct care

' staff (Staff '3,

--\ealU\Rgg ulation Administt

icin 4

(ot s oS- et ~ e e
LABORATORY DIRECTOR'S | R "ROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE 520y of [sur ot s, fe s 7/2 /Jf
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FORM AR;
STATEMENT OF DEFICIENC] B (X1) FROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DA"IIE:_.’..S.I:JF{V_E"I'
AND FLAN OF CORRECTION IDENTIRICATION NUMBER: COMPILETER
A BUILDING R
B. WING el
: HFD03-0145 08/07/2065 -
NAME OF PROVIDER OR SU FLIER i STREET ADDRESS, CITY, 3TATE, ZIP CODE - .
. 6934 9TH STREET, NW
CARECO 05 WASHINGTON, DC 20012
(Xd) ID SUMM RV STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORREGT ON
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TAG REGULATC Y DR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPPRC PRIATE
DEFICIENCY)
I 000I INITIAL COM MENTS [ 000

A licensure ¢ Jr/ey was conducted from August 6,
2008 througt August 7, Z008, The survay was
initiated usin  the full survey process. A random
sample of tw ) residents was selacted from a
population of three male residents with moderate
mental retarc ation and various other disabilities.

© The findings f the survey were based on
observations at the group home and two day
programs, in* :rv/iews with residents and staff, and
. the review of slinical and administrative records
Lincluding inci ent reports. '

1189 3508.7 ADM! IISTRATIVE SUPPORT 1188 e e e e
See response to federal deficiency W141)
Each GHMRI| shall maintain records of residents
' funds receir acl and disbursed.

This Statute 3 not met as evidenced by:

Based on inte view and the record review, the
GHMRP faile ‘ to provide evidence that assured a
system had b 1en established that maintained a
complete ace i ting of each clients' personal

. funds, for one o the two residents included in the
sample, (Re: dent #2)

The finding in :ludes:

Interview with tha Qualified Mental Retardation

Professional ( 2MRP) and review of the GHMRP's
 financial recoi 4s on August 7, 2008, at
approximately 1:00 AM revealed that
theGHMRP a: sisted Resident #2 with
maintaining hi ; fnances. Continued interview
and record re' iew revealed that the client
received Supr emental Security Income (8sh)in
the amount of 370.00 monthly. Further review of
the client’s rec ard revealed a withdrawal in the
j @mount of $3C 00 on April 3, 2008. At the time of

Health Regutation Administatic 1
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PREFIX
TAG

RY STATEMENT OF DEFICIENGIES
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D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTI DN

(EACH CORRECTIVE ACTION SHOU .0 BE A
CROES-REFERENCED TO THE APPRC PRIATE |
DEFICIENCY) '

| 189 | Continued F)

the survey, ti
that justified
personal acc

1 206| 3509.6 PERS
Each employ
annually ther
i certification t
performed ar
i would allow t
| duties.

This Statute
Based on int¢
facility failed -
consuftant st
: ihventories a
| pertaining to
Section 3509

 The finding ir

The State reg
of personnel .
time there wa
| staff (Staff #1
! Physician anc
FPractical Nur
on file,

| 224| 3510,5(a) ST.

Each training
limited to, the

i page 1

2 "acility failed to provide evidence
"¢ withdrawals from Resident #2's
Wk

ONNEL POLICIES

:e, prior to employment and
&ater, shall provide a physician ' s
al a health inventary has been

i:hat the employee ' s health status |

m or her to perform the required

s 1ot met as evidenced by:

rv ews and record review, the

) ensure that four (4) of its

ff provided copies of current health
required by State regulations
eilth (22 DCMR Chapter 35,

3)

shudes:

Jlatory agency conducted a review
scords on August 7, 2008, at which
3 1o evidence that two direct care
and #2), the Primary Care
Pharmmacist and two Licensed

esi had current health cerificates

WFF TRAINING

srogram shall include, but not be
fo lowing:

1189

1206

“The HR Director will ensure that all pers snnel
employed in the facility have current he: lth
certificates per regulation.

The Dircctor of Disability Services will et sure fhat
staff are trained in an overview of mental
retardation.

bty

Health Regulation Administrati
STATE FORM
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TAG °  REGULATO .Y DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRC PRIATE
. DEFICIENCY)
| 224 | Continued Fi >m page 2 1224

(2) Overview of mental retardation including, but
not limited to  d=finition, causes of mental

. retardation, z ssociated health implications, and
i frequently us :d medications, the history of care
of individuals w th mental retardation, and daily
living skills;

- This Statute s not met as evidenced by:

Based on rec ari review, the GHMRP failed to
include traini: g in overveiw of mental retardation
to each staff,

| The finding ir sludes:

Review of the training records on August 7, 2008,
- revealed that th2 GHMRP failed to provide
training in ovi rview of mental retardation.

1225 3510.5(b) ST AFF TRAINING _ 1225 The Director of Disability Services will ¢ 1sure that Pl _
Each training program shall includs, but not be staff are trained in Human Development. /CJ/ Z///O? :
limited to, the following; PRI L

(b) Human de velopment through the life cycle
(birth to deatl )

1

This Statute 5 not met as evidenced by:
Based on rec i review, the GHMRP failed to
ensure traini g was provide ta each staff.

: The finding in :l.des:;
Review of the trizining records on August 7, 2008

revealed that he GHMRP failed to provide
training in Hu 1gn Develcpment.

1 227) 3510.5(d) ST. FF TRAINING ) 227 The RN Supervisor will ensure that staff arc trained
in infection control, / é}/?/ 03/
Each training srogram shall Include, but not be o o
Health Regulation Administratic 7 — , A
STATE FORM (11 D3GF11 If continuation snes: .
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1 229

1227 .

Continued F

{imited 1o, th:
(c) Infectian

This Statute

3510.5(f) ST

Each training
limited to, th

(f) Specialty
residents to
io, behavior
recreation,
technologies

This Statute
Based on inf
GHMRP faili
and compet
accordance

: (18P, for an

(Resident #1

' The finding i

On Augusi 6
observed tal

! program. n

indicated thz
Upon reques
plan for Clie:
restriction pr
1500 ce fluic

On August €
Client #1 wa

ar page 3
following:

:01trol for staff and residents;

is not met as evidenced by:

A\FF TRAINING

program shall include, but not be
following:

resas related to the GHMRP and the
e served including, but not limited
nzinagement, sexuality, nutrition,

tal communications, and assistive

is not met as evidenced by:

inview and record review, the

d lo ensure that all staff were trained
nt to provide assistance in

vith the Individual Support Plan

-cf the four residents in the sample.

cludes:

2D08 at 8:20 PM, Client #1 was

nty & brown bag lunch to his day
er/iew with the direct care staff

.the client was on a "special diet."

5 “he direct care staff provided a diet
t3#1. The diet plan revealed a fiuid
itacol. The protocol consisted of a
restriction.

2008 at approximately 12:10 PM,
i cbserved having lunch and drinking

1227

| 229

See response to federal deﬁcienc; WI' '2..

Mealth Regu

atlon Administra

STATE FORM

on
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D3GF11

0872272008 FRI 19:34

[TX/RX MO 5749

If ecntinuaiion sreci < o




09/02/2008 15:40 FAX 301 565 4541
08,22,2008 07:28 AL 2024429430

CARECO
HRA

[do28 _
Cldyaac o T
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PREFIX
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WASHINGTON, DC 20012

PREFIX
TAG
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D PROVIDER'S PLAN OF CORRECTICN
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) 229

1 291]

Continued Fre
a 16,9 ounce

interview with the Qualified Mental Retardation
Professional ( AARP) and Licensed Practical
:aardinator en August 7, 2008 at
1:3:00 AM revealed that the ¢lignt

| Nurse (LPN) |

approximatel
was on a 180
restriction die
orders reveal
fat, low chole:
1500 ce fluld

The 1500 e i

! be provided =

During breakl
should receiv
ounces),

During medic
day), Client #
water (12 our

During snack
ounces of flui

“ There was nc
- implemented

as ordered.

3514.2 RESII

Fach record ¢
signed by eac

This Statute
" Based on rec

ensure each :
the individual
of the two res

m page 4

altle of water.

1 calorie, low sodium, fluid

Xeview of the current physician
d a diet order of 1800 calorie, low
terol, low sodium, low fiber, and a

2striction diet.

uid restriction for Client #1
i follows:

15, lunch and dinner, Cliant #1
two, four cunces of liquids (8

tion administration (three times per
should receive four ounces of

xes); and

ime, Client #1 should receive four

evidence that the day program staff
>lient #1's fluid restriction protocol

ENT RECORDS

1zl be kept current, dated,
1 individual who makes an

5 not met as evidenced by:

¢l review the GHMRP failed to
ssidents records were signed by
sompleting the assessment for one
Jde:nts in the the sample. (Resident

1229

should

1 291

and
entry.

See response to federal deficiency W11 E
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TAG REGULATOR " CR LSC IDEMTIFYING INFORMATION) TAG CROSS-REFERENCED TO YHE APFROF RIATE N
DEFICIENGCY)

1291, Continued Fr¢ n page 5 1291
' #1)

G

. The finding in ludes:

The facility's F acistered Murse (RN) failed to sign
Resident #1's uarterly reviews.

Interview with he: facility's Licensed Practical
Nurse (LPN) ¢y August 6, 2008 at at

- approximately 3:00 PM revealed that the RN
completed qui rterly nursing exams, Review of
the Resident# |« medical record revealed two
nursing quarte ly reviews were completed on
Fabruary 22, 2 )08 and May 22, 2008, The
quarierly revie /s however were not signed to
indicated who ad completed the quarterly
reviews. :

1420 3521.1 HABILI TATION AND TRAINING 1420

Each GHMRP shall provide habilitation and

. training to its r sidents to enable them to acquire
and maintain fl ose life skills needed to cope
more effectivel ' vith the demands of their
environments i n¢! to achizsve their optimum levels
of physical, me il and sogial functioning.

- This Statute Is not met as evidenced by:

. Based on obse vation, interview and record
review, the GH /RP failed to provide habilitation
and training to s residents that would enable
them to acquire and maintain life skills needed to
cope with their :nvironments and achleve
optimum levels of physical, mental and social
functioning for e of the two reigdents in the
sample. (Resi ent #2)

The findings i ude:

| On August 6, 2 103 at 7:45 AM, Client #1
Heaith Regulation Adrinlstration
STATE FORM coge
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‘ DEFIGIENCY) PR

| 420 Continued Fi sm page 6 1420

informed the surveyor that he performed janitorial

task at his dz y program and received a payroll

check. Late: or: the same day, at 4:00 PM, Client

- #1 was obse ved taking a dollar from his pocket,

. and indicatec t+at his cousin gave him the
money.

Interview witt the Qualified Mental Retardation
Professional QMRP) on August 7, 2008 at
- approximatel - 3:00 PM revealed that Client #1
; received a st send check from his day program.
Further inten ew with the QMRP indicated that
the check is { ikan to the sorporate office and
deposited by he: company's finance department.
Review of the money skills assessment dated
i November 27 2007 indicated that the client
woulld benefit fram money management training
(purchasing [ ‘oqram).

The client's If Pis, reviewed on August 7, 2008 did
not reflect a " wi-chasing program” objective,

,::;r:: B

/r/z/ay |

1422, 3521.3 HABIl ITATION AND TRAINING 1422 e fé;l;o';;;;;‘;”{;;{;;;i deficiency W249.

Each GHMRF s1all provide habilitation, training

and assistanc 2 1o residents in accordance with
the resident ' : Individual Habilitation Plan.

This Statute s not met as evidenced by:
Based on inte visw and record review, the
GHMREP faile: to pravide training and assistance
to residents Ir accordance with the their
~ Individual Hal fitation Plans for one of the two
 residents incli ded in the sample. (Residents #1
and #2)

The findings i clude:

1. The facility falled to ensure clients participated
in their self-m dication adminlstration training
Haalth Reguiation Administatc 1

STATE FORM 8809

DAGF11 IF continuanon ".hu. R

08/22/2008 FRI 19:34 [TX/RX {0 5749}



09/02/2008 15:41 FAX 301 565 4541
08-22/2008 07:28 FiX 2024429430

CARECO
HRA

[do31

ED- 0
FORM APP}

STATEMENT OF DEFICIENC- I8

AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

(%2) MULT:PLE CONSTRUGTION

(X2) DATE
COMPL

A BUILDING
B, WING
. HFD03-0145
NAME OF PROVIDER OR SU 'PLIER ' STREET ALDRESS, CITY, STATE, ZIP CODE
6934 9TH STREET, NW
CARECO 05 WASHINGTON, DC 20012
@ SUMN \R'¥ STATEMENT OF DEFICIENCIES Th) PROVIDER'S PLAN OF GORREGT ON
PRE¥|X (EACH DE 1CIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOL LD BE ]
TAG REGULATC Y OR L3¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRUPRIATE
DEFICIENCY)
t422| Continued F orn page 7 | 422

programs fa

During the i
on August 6,

. nurse was o

medication f
water, give t:

"client, Ther

identifing the
client what w
replied, "“for |
observed to
medication.

lindicated tha
i medication g

Interview wit
Coordinator
Client #1 pai
prograrm, to |

‘ weak, Revie
| Plan (IPP), h

stated, "fthe
administratic
to take his m
as followed:

- client aware

- washes hat

| - client gets ¢

- identifias o\
- réemoves cc
- placed mec

There was nt

. provided trair

the abjective

evidenced below:

adication administration observation
2008 at 4:40 PM, the rmedication
served to punch Client #1's

or1 the blister package, pour the

& medication cup and water to the
iedication nurse was overheard
medications (Buspar) asking the

a8 the medication used, The client
Wy behavlors," The client was
dependently consurmer the
nlerview with the medication nurse
the client participated In a self _
‘agram to name his medication,

he Licensed Practical Nurse (LPN)
N August 7, 2008 indicated that
ic:pates in a self medication

ame the vitamin pill, three times per
v of the client’s Individual Program
wever revealed an objective which
hie:nt] will participate in medication

1 by completing the steps necessary
:dication.” The training steps were

o’the time for medication pass;
3¢ thoroughly :

Jr of water;

n medication;

Tect dosage from container; and
ceition in mouth.

evidence that the medication nurse
in-3 to the Client #1 that addressed

2. During the d:nner obsgrvation on August 6,
2008 at appr ximately 6:00 PM, Client #2 was
observed witl dentures on, Interview with the

J By
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Z2Based on ¢
record reviex
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with the Indit
the two clien

The finding t

1. During th
2008 at app
" observed we
. staff on Aug
- revealed tha

care of his d

on August 7
; program for
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five days pel
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sheet reveal
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staff on Aug' st 6, 2008 at approximately 4:22 PM
revealed tha e client hiad a program to take
t care of his d :mures. Review of Client #2's IPP
ton August 7, 2008 at 11:45AM revealed a

he client to complete the steps
maintain his dentures. The program
nted five days per week and

Tz house manager was to be

five days per week, Review of the
data collection sheet revealed that

. Fad not been collected from August
¢ house manager acknowledged
cumentation.

yservation, staff interview, and

', the facility falled to ensure that

: Fad been coliected in accordance
id-tal Program Plan (IPP) for one of
s n the sample. (Client #2)

icludes:

: cinner observation on August 6,
Ximately 6:00 PM, Client #2 was
aring dentures on. Interview with the
st 6, 2008 at approximately 4:22 PM
the client had a program to take
mures, Review of Client #2's IPP
2008 at 11:45AM revealed s

he: client to complete steps in caring
‘25, The program was implemented
wzek and according to the house

i £ be documented five days per

~ of the August 2008 data collection
«d that program data had not been

1 August 2-6, 2008. The house
nowledged the lack of

n

was observed during the evening
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medication | ass on August 6, 2008 at 4:48 PM.
The nurse p epared the :lient's medication for
administrati n by pouring the liquid medication in
the cup, ren aving the pills from the blister pack,
crushing the pills and mixing the pills in appla
sauce. The 1 rse then spoon fed the medication
to the client. Feview of ihe self-medication
program ho' rever, revealed that the follwing step
for which thi client should have followed:

., Get watel and go to nurse;
. Ask nurs : for medication;
. Give nar e of medication;

. Take me lication, and
. Drinkwa er.

1
2
3
4. Repeat ¢ estion;
05
6

At no tire ¢ Jring the medication pass
observation did the client implement steps 1
through 4 o his program,

3. The facll y failed to implement Client #1's new

. program as ‘ecommended by the Interdisciplinary
| Team (IDT) ard addressed in the client's

Individual S pport Plan (ISP) meeting.

During ever ny observation on August 6, 2007,
staff was ot served to prepare and provide Client
#1's snack ¢« nd dinner. At 4:45 PM, Client #1
wenton a ¢ rmunity walk for 25 minutes, At
6:00 PM, th - client received his dinher plate. At

- 6:36 PM, st ff was observed to put the dishes in

the dishwas 1er, wipe the counter tops and stove,
taking out t 2 “rash and relining the trash can.

Review of t e IPP dated Decamber 12, 2007,
revealed a | rogram objective that stated, "Given
verbal promr s, [the client] will plan and prepare a

 simple mea fcr six consecutive months.” Review
i of the progr i collection of data the program had
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i not been im) lement since the client's ISP
meeting,

1500 35623,1 RES DIENT'S RIGHTS 1 500

Each GHMF ® residence director shalf ensure
| that the right 3 oof residents are observed and
: protected in iccordance with D.C. Law 2-137, this
- chapter, anc other applicable District and federal
faws.,

. This Statute is not met as evidenced by:

' Based on ot servation, interview and record
review, the ¢ HVIRP failed to ensure each

| resident’s rig 1ts were observed and protected in

- accordange Jith Federal Laws,

l The ﬂ;'ldings nelude:

.‘ 1. The GHI\ RP fa“ed to estab"sh a systEm that e e )t e et + i)

- would ensun residents that were informed of 1. Sec responses to federal deficiencies 17124 and
their risks ar 1 henefits of their medication. (See W263.
Federal Defi iency Report Citations W124 and
W263)

2. The GHN 3P failed to provide evidence that Coe e
assured a sy starn had been established that ) ,
maintained ¢ complete accounting of each 2. Sec respanse to fedoral deficiency W 140,
resident’s pe sunal funds. (See Federal
Deficiency R :port Citation W140)

3. The GHIV W failed to ensure that as soon as e __'__ _
the interdisci ilinary team formulated client's 3. Sce response to federal deficiency W 249,
individual pre gram plzan, each client received
continuous a itive treatment services, in sufflcient
number and rejuency to support the
achievement of the objeciives |dentified in the
Individual Pre gram Plan. (See Federal
Deficieiney R sport Citation W249)
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Fc
(X2) MULTIFLE CONSTRUCTION (1<)} g{t\
A BUILDING
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ISOO; Continued Fr w1 page 11 1500
4, The GHM F failed to ensure that restrictive e e e
measures ha | been approved by the Human 4.8 ; 262,
! ! . See response to federal deficiency W7 62.
Rights Comn ittee. (See Federal Deficighey y
Report Citatic n W262)
| I
|
| .
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